Substance abuse treatment clients present with an array of service needs in various life domains. Ideal models of addiction treatment incorporate provision or linkages to services to meet clients_ multiple needs; in turn, these wraparound and supportive services are associated with improvements in client retention and treatment outcomes. Using data from large samples of specialty addiction treatment providers in the public and private sectors, this article examines the extent and organizational correlates of the comprehensiveness of service delivery. Multivariate models indicate that private sector treatment facilities offer more Bcore^medical and treatment services, whereas public sector programs offer more wraparound and supportive services. However, both sectors fall short of the ideal model of service comprehensiveness in terms of absolute number of services offered. These findings raise concerns regarding the quality and availability of needed services for treatment of addiction.
Introduction
Despite its implicit status as the Bgold standard^for addiction treatment, few studies have examined the extent to which community-based treatment programs reflect the NIDA model of comprehensive service delivery. Particularly problematic is that the term Bcomprehensive services^is often used interchangeably with Bwraparound^or Bsupportive services,^referring to one or more discrete ancillary services rather than the totality of treatment offerings by a provider organization. Moreover, most of the research that examines the correlates of service delivery tends to focus on the provision of these discrete Bcomprehensive^services. Within this rubric, analyses of service delivery have usually focused on a relatively limited number of medically oriented services (e.g., medical exams and screening), or are limited to a small or specialized segment of the treatment system. Tempering optimism about how effective these services may be, studies collecting client-level data have found significant levels of reported unmet needs. [13] [14] [15] Thus, there is little data with which to assess the comprehensiveness of services offered by the average treatment program, that is, the total number of core and wraparound services available to clients admitted to any given facility.
By their very nature, core services are likely to be available in some form in nearly all addiction treatment facilities. Observed variations across programs are likely to be a function of the degree of emphasis different organizations place on addiction treatment, as distinct from the delivery of other behavioral health care services. By contrast, there are likely to be broader variations in the availability of wraparound services provided by addiction treatment programs. [16] [17] [18] [19] Whereas some variation is explained by differences in client needs, a more common finding is that services vary by treatment modality and an organization_s structural characteristics, even with caseload demographics and service needs held constant. 14, 17, [20] [21] [22] Early studies focusing on public sector programs, such as the Drug Abuse Treatment Outcome Studies, 23 examined differences in treatment retention and outcomes across several modalities, namely, long-term residential, methadone, and outpatient Bdrug-free^programs. These analyses found that the overall number of supportive services delivered was low, and was predicted not only by clients_ severity of problem, but also by treatment modality, with clients in long-term residential settings receiving more services, and those in methadone maintenance receiving fewer supportive services overall. 23 More recent research has shown that methadone maintenance programs offer more medical (i.e., core) services than other modalities 17 but that the provision of wraparound services in these settings is lower than in nonmethadone modalities. 18, 24 Organizational characteristics other than treatment modality have also been associated with the availability of wraparound services, but different organizational characteristics seem to predict the availability of different services. 16, 18 This is likely due in part to the unique organizational features required to support a given service. For example, in a study of methadone programs, Ball et al. 25 found that the delivery of medical services was related to the number of medical personnel on staff, but unrelated to client characteristics or service needs. Other services (for example, social/family services) may be more widely available in the community, increasing the likelihood that treatment providers can establish solid referral linkages for their clients.
14 When services are not readily available in the community, treatment facilities may be more likely to offer them Bin house^if specific funding or other incentives are available.
Indeed, notable for their consistency in predicting the adoption and availability of these services are the funding sources and profit orientations of treatment programs. In the National Survey of Substance Abuse Treatment Services, the Substance Abuse and Mental Health Services Administration reports that, in the aggregate, private for-profit facilities offer the fewest number of services, whereas government-owned facilities offer the greatest number. In particular, forprofits are significantly less likely to offer medical testing and transitional services (i.e., employment, housing, and social services assistance) than nonprofit and government-operated organizations. 26 Such findings have been replicated in other samples that contained both public and private sector treatment facilities. 18, 27 These differences may be a function of the greater availability of funding and other incentives in the public sector that are earmarked for the provision of wraparound and transitional services. Indeed, there is evidence that organizational and environmental factors are stronger predictors of service availability than client need. 14, 17, 22 To summarize, the provision of a comprehensive array of core and wraparound services has a demonstrated association with improved client retention and outcomes in substance abuse treatment settings. Thus, the availability of such services in the treatment system merits attention. Organizational characteristics, particularly funding and profit orientation, are consistently predictive of service availability. However, most studies have focused on only a limited number of medical or supportive services-as distinct from service Bcomprehensiveness^-and do not simultaneously take programs_ funding and profit status into account. The following analyses examine the adoption and availability of a wide variety of assessment and wraparound services in nationally representative samples of publicly and privately funded substance abuse treatment programs in [2002] [2003] [2004] . By creating aggregated indices of the number of core and wraparound services offered, these analyses also identify the organizational factors associated with service comprehensiveness in the specialty addiction treatment system.
Data Sources
Data for these analyses are derived from the National Treatment Center Study (NTCS), an ongoing survey of substance abuse treatment providers in the US, conducted by the University of Georgia_s Institute for Behavioral Research. The study focuses on the long-term adaptation of drug treatment organizations and the environmental contexts in which they operate. The project has several components, including nationally representative samples of specialty addiction treatment programs in the public and private sectors.
The NTCS uses a two-stage random sample of treatment programs. In the first stage, all counties were allocated to strata based on population, then sampled within strata. The total population of specialty addiction treatment centers within each sampled county was then enumerated, using published Federal and state directories, yellow pages listings, employee assistance program referral directories, survey sampling call lists, and other available sources. Eligible treatment centers were then sampled proportionate to the total number of units in each stratum. Separate samples were drawn for the public and private sector components.
In both samples, eligible facilities are organizations offering treatment for alcohol and drug problems, providing a level of care at least equivalent to structured outpatient programming as defined by the American Society of Addiction Medicine (ASAM) patient placement criteria. 28 Excluded from the study are counselors in private practice, halfway houses, residential facilities, driving under the influence assessment or education programs, and units offering exclusively methadone maintenance services. Because the study focuses on treatment programs that are available to the general public, programs operated by the Veteran_s Administration and those based in correctional facilities were also excluded from the sample.
Two definitional criteria differentiate the NTCS from other published studies of the substance abuse treatment system. First, the unit of analysis is the organization, rather than the service delivery unit. Thus, treatment centers offering multiple treatment modalities contribute data on all available treatment services. This data collection strategy permits a better understanding of the full range of organizational resources available to patients treated in these facilities; this may be of particular importance when assessing service comprehensiveness. Second, a treatment center_s status as Bpublic^or Bprivate^is defined in terms of principal funding source rather than ownership. Thus, public centers are those that receive more than 50% of their annual operating revenues from Federal, state, or local grant sources, including criminal justice system funds. Details about these definitions and their implications are described in more detail below.
Data were collected via detailed, face-to-face interviews with the administrators of each sampled program between late 2002 and early 2004. Study protocols were reviewed and approved by the University of Georgia_s Institutional Review Board. The 403 private centers represent 88% of those that were sampled and eligible for the study; the 363 public centers reflect an 80% response rate. Data from both samples are pooled for analysis, and the statistical models control for program funding source.
Measures Service availability and comprehensiveness
Consistent with the NIDA model of comprehensive care described above, the availability of core and wraparound services were examined in the sampled treatment facilities. Five core service domains were assessed: (1) use of the Addiction Severity Index (ASI) in the intake/assessment process; (2) substance use monitoring via random drug testing; (3) offering one or more 12-step groups at the program; (4) using any of five pharmacotherapies for alcohol, opiates, or cooccurring conditions (specifically, buprenorphine, naltrexone, methadone, disulfiram, and/or selective serotonin reuptake inhibitors [SSRIs]); and (5) offering an aftercare program or continuing care services.
Nine wraparound services were also examined. Four of these were originally measured as yes/ no variables: childcare services for clients with children, transportation assistance, offering a dedicated treatment track for HIV/AIDS clients, and the delivery of integrated care for clients with cooccurring addiction and psychiatric conditions (Bdual diagnoses^). Five additional variables asked the clinical director to rate, on a 0-to-5 scale, the extent to which the treatment program made efforts to link clients with needed medical, employment, financial, family, and legal services. Whereas these five items do not directly measure service provision, they provide an indication of the program_s propensity to link clients to services in these areas when needed. For the purpose of these analyses, these measures are converted to dichotomous variables, and a program is coded as offering these services if the clinical director rated their linkage efforts as a 5.
It should be noted that the NIDA model includes three core services that are not measured here: behavioral counseling, treatment plans, and clinical/case management. Because eligibility criteria required all of the sampled units to be addiction treatment programs that met the ASAM definition of structured outpatient (if not more intensive) services, they all engaged in these activities to at least some extent; thus, there was no variation to assess on these measures. One wraparound service in the NIDA model-educational services-was not included on the survey. Altogether, then, the measures include 14 of the 18 services identified in the NIDA model of comprehensive treatment, and responding facilities can be assumed to offer at least 3 of the 4 omitted services.
For the bivariate analyses presented below, the availability of each of these 14 services is examined independently. The multivariate analyses that follow utilize an index of service comprehensiveness, which is a sum of the total number of services offered by each responding facility. The index has a possible range of 0 to 14 services.
Organizational typology
To explore the variation in service availability across organizational type, the two samples of treatment facilities are further segmented for these analyses. Most studies utilize a three-part typology that characterizes treatment programs as either government-owned, private nonprofit, or private for-profit organizations. This typology is problematic; however, because it assumes a certain degree of homogeneity of funding and other resources within the nonprofit sector. To better account for variation among programs operating on a nonprofit basis, principal revenue sources are overlaid onto ownership and profit status, resulting in four mutually exclusive categories: government-owned, publicly funded nonprofit, privately funded nonprofit, and forprofit organizations. This approach better reflects the empirical reality of the US substance abuse treatment system, and will provide a more meaningful understanding of the impact of funding on service delivery, particularly within the nonprofit sector. Table 2 presents a summary of revenue sources by program classification. It should be emphasized that the measure used is the program_s revenue sources, not its clients_ payment sources. As shown, the vast majority of annual operating revenues in government-owned and publicly funded nonprofit organizations comes from government grant funds, including Block Grants, other funds from Federal, state, or local (usually county) grant sources, and criminal justice contracts. Although not shown in the table, criminal justice contracts make up less than 10% of the average annual revenues in any of the four groups. By contrast, the privately funded nonprofit and for-profit programs derive a notably larger portion of their revenues from insurance reimbursements, including both commercial insurance and entitlement coverage. More than one third of the operating revenues in for-profit facilities are from client payments, including both self-paid services and insurance co-payments. Particularly notable in Table 2 are the distinct differences between the publicly funded and privately funded nonprofit programs, demonstrating that the nonprofit sector is not homogeneous with regard to funding sources.
Other structural variables
Several other structural variables were also examined. Because programs operated by or within hospital settings are likely to emphasize medical services over social services, the analyses include a dichotomous indicator of whether the program is based in a hospital setting. Accreditation is generally regarded as an indicator of program quality, and this is also included as a dichotomous predictor variable. A program is scored 1 if it holds an accreditation from either the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or the Commission on Accreditation of Rehabilitation Facilities (CARF). Service offerings are likely to vary based on whether a program_s clients are treated on an inpatient or outpatient basis, or whether a mix of these services are offered. Thus, three dummy variables describe the level of care offered by the program: inpatient/residential only, outpatient only, or a combination of inpatient/residential and outpatient. The latter serves as the reference category. A final structural variable is program size, measured as the number of full-time equivalent employees (FTEs). In the bivariate analyses, this is presented as the raw number of FTEs for ease of interpretation; in the multivariate analyses, the natural log transformation of this variable is used to adjust for skewness. Several other variables might be expected to influence the number and variety of services offered by community-based treatment programs. Programs located in rural areas may need to offer more services because there are fewer local agencies to which clients can be referred. A program is defined as being in a rural area if it is outside a metropolitan or micropolitan statistical area under current US Census definitions. Staff credentials may also be associated with service provision, as programs having more highly credentialed staff may have a greater capacity to implement a broader array of programming. 29 In these analyses, staff credentials are measured in terms of the proportion of counselors holding at least a Master_s degree.
Two variables measure the composition of the program_s caseload. Because previous research suggests that programs serving proportionately more women are likely to offer more services, 30, 31 the analyses measure the percentage of female clients in the program_s caseload. In addition, the percentage of primary opiate-dependent clients in the program_s caseload is also included, because these clients are likely to present with greater service needs.
Finally, three variables measure different aspects of a program_s interorganizational relationships that may affect service provision. Administrators indicated whether they survey referral sources and third party payers to determine their satisfaction with the treatment program_s services. Collection of such data suggests a willingness to tailor the program_s service delivery model to meet the needs of its buyers and suppliers. Reliance on specific referral sources was also hypothesized to predict service comprehensiveness. Programs receiving proportionately more referrals from social services agencies may offer a broader array of services, because these referral linkages imply greater connections to agencies in the community that might provide services in clients_ other life domains. Conversely, programs receiving proportionately more referrals from the criminal justice system may offer a more limited array of services, as revenues from these sources are generally limited with regard to the number or duration of services covered.
Findings
Three sets of analyses are presented. First, the characteristics of the 754 treatment programs participating in this research are examined, with specific attention to the distribution of programs across organizational types. Next, the availability of each of the individual core and wraparound services is measured, again examining their distribution by organizational type. These analyses add to existing literature by broadening the array of services examined to include the full complement of supportive services considered to constitute evidence-based treatment. Finally, this research is expanded further by creating a composite index of service availability and examining the organizational characteristics predicting service comprehensiveness. Thus, these analyses examine the extent to which addiction treatment programs in the US are providing a full spectrum of supportive services, and identify the organizational characteristics associated with the provision of comprehensive care. Table 3 presents the characteristics of the 754 treatment programs included in this study. The overall distribution is presented in the first column, whereas the remaining columns present the distribution of treatment centers across the four organizational types. In all, 13.2% of the responding programs were government-operated; 33.7% were nonprofits operating predominantly on public funds; 36.7% were nonprofits operating predominantly on private funds such as commercial insurance and client payments; and 15.6% were privately funded, for-profit entities. Table 3 Characteristics of responding programs, overall and by facility type Superscript pairs denote statistically significant between-group differences (p G 0.05).
Sample characteristics
In addition to variations in operating revenues described above, there were also significant differences in structural, staff, and client characteristics across these four organizational types. Whereas 29% of all programs were based in a hospital setting, privately funded nonprofits were much more likely to be hospital-based (58.8%), whereas few publicly funded nonprofits were based in hospitals (2.8%). Roughly half of all programs were accredited by either JCAHO or CARF, although this was significantly more common among programs in the private sector. By contrast, whereas 62.3% of all programs offered only a single level of care, this was significantly more common among both types of public sector programs. There were no differences across organizational types in the mean number of FTEs, which averaged 35.3 across all programs. Overall, about 11% of programs were located in a rural county.
In terms of staffing, programs reported that, on average, 44.6% of their counselors held Master_s degrees or higher. Privately funded nonprofits reported a significantly higher percentage of Master_s level counselors than either of the public sector groups, whereas for-profits had significantly more Master_s level counselors than the publicly funded nonprofits.
There was little variation in caseload composition across the four organizational types. The proportion of clients with primary opiate dependence averaged 16.2% across all programs, and only the two nonprofit types differed significantly, with more opiate-dependent clients being treated in the privately funded nonprofit group. On average, program caseloads were 38.9% female, with no significant differences across types.
Across the board, about three quarters of all programs reported surveying referral sources and payers to ascertain their satisfaction with the program_s services. There were some notable variations in the degree to which programs relied on social services agencies and the legal system as sources of client referrals. Whereas roughly 19% of program referrals, on average, came from social services agencies in the community, such referrals were more common among publicly funded programs. A similar pattern is obtained for legal system referrals. Overall, programs received about 31% of their clients via legal system referrals, with significantly higher dependence on the criminal justice system in the public sector. Table 4 presents the distribution of the 14 core and wraparound services measured in this study, again identifying variations among the four organizational types. There were significant betweengroup differences in several of the core services. Whereas roughly half (47%) of all programs reported use of the ASI in the intake/assessment process, it was significantly more often utilized by the public sector programs. The overall availability of 12-step groups was high (63%), but significantly more prevalent among privately funded nonprofit facilities (71%). There were no differences across organizational types in the use of random drug testing, which occurred in about 87% of all programs.
Availability of individual services
The use of core treatment pharmacotherapies (i.e., disulfiram, naltrexone, methadone, buprenorphine, or SSRIs) was relatively common, occurring in about 57% of all programs surveyed. However, crosstabulating these data by organizational type revealed significant variation. The use of pharmacotherapies was least likely among publicly funded nonprofits (38.6%), and greatest among privately funded nonprofits (70.8%). Usage in government and for-profit entities was roughly equivalent (65 and 62.7%, respectively). In all cases, SSRIs accounted for the majority of prescribing behavior (data not shown). There were no between-group differences in the availability of aftercare programs, which were offered by 62.3% of all facilities.
The nine wraparound services showed notable variation in their availability overall, as well as some significant between-group differences. About 58% of all programs offered integrated care for clients with cooccurring substance abuse and mental health disorders; publicly funded nonprofits were least likely to offer such services, and this represented a significant difference in comparison to privately funded nonprofits (46.6 vs 66.7%). The provision of childcare services Table 4 Percentage of programs reporting availability of core and wraparound services, overall and by program type Pharmacotherapies include disulfiram, naltrexone, methadone, buprenorphine, and/or SSRIs.
Superscript pairs denote statistically significant between-group differences (p G 0.01) was much less common, reported in only 17% of programs. However, childcare services were significantly more likely to be offered by programs in the public sector than those in the private sector. Transportation services were far more common but similarly distributed: whereas upward of 70% of programs in the public sector offered transportation for clients who needed it, the percentage of private sector programs providing transportation assistance was nearer to 50%, a statistically significant difference.
In terms of provision of other services (or linkages to such services) to meet clients_ other needs, there were fewer between-group differences, and these tended to occur between the two groups of nonprofit programs. Publicly funded nonprofits were significantly more likely to link clients with needed employment, financial, and legal services relative to privately funded nonprofits. However, there were no between-group differences in the provision of medical or family counseling services. Finally, programs in the public sector were significantly more likely to offer a dedicated treatment track for HIV/AIDS clients compared with the two groups of privately funded treatment facilities.
Aggregating programs_ responses to these items, we find that programs offered, on average, 3.17 of the 5 core services, with publicly funded nonprofits offering significantly fewer of these services than either government-operated or privately funded nonprofits. Perhaps more striking, the average program offered only 3.39 of the 9 wraparound services measured. In this instance, publicly funded nonprofits reported the highest level of service provision (significantly different than both private sector groups), whereas for-profit programs offered significantly fewer wraparound services than either public sector group. Combining all services, programs offered, on average, only 6.5 of the 14 services. The actual range on this variable was from 1 to 13 services; that is, no programs offered zero services, and no programs offered all 14 services. There were significant between-group differences in this overall measure of service comprehensiveness, with government-operated and publicly funded nonprofit programs offering significantly more services compared to for-profit entities. However, given the variation in program characteristics across the four organizational types described above, multivariate modeling is necessary to understand more completely the impact of program structure on the provision of comprehensive care. These multivariate analyses are presented next. Table 5 reports the results of three ordinary least squares regression models examining the effects of program structure, staffing, caseload composition, and interorganizational relationships on the comprehensiveness of services offered. The first model uses the number of core services as the dependent variable; the second model examines wraparound services; and the third model examines service comprehensiveness using the aggregate number of core and wraparound services offered. In these models, the four organizational types are represented as three dummy variables, with the privately funded nonprofit group used as the reference category. Inclusion of the other organizational variables allows for an examination of the effects of funding and ownership on service comprehensiveness, net of other variables associated with the individual core and wraparound services.
Modeling service comprehensiveness
The first model shows that, net of the influence of other variables in the model, four variables emerged as significant predictors of the number of core services offered. Government operated programs offered significantly more core services compared to the reference category of privately funded nonprofits; in addition, hospital-based programs, those with more employees, and those serving proportionately more opiate-dependent clients offered significantly more core services than other treatment facilities.
A somewhat different pattern was found when the comprehensiveness of wraparound services was examined. In this second model, both of the public sector program categories offered significantly more services than the reference group of privately funded nonprofits (p G 0.01). However, none of the other structural variables influenced the number of wraparound services offered. The number of wraparound services was positively associated with the percentage of female clients in a treatment program_s caseload (b = 0.178, p G 0.001). Two of the measures of interorganizational relationships also had significant effects on wraparound service delivery: Programs that actively surveyed their payers and referral sources regarding their satisfaction offered significantly more wraparound services (p G 0.05), and programs receiving a greater proportion of their referrals from social services agencies also offered more wraparound services (p G 0.05).
Most, but not all, of the significant predictors in the first two models remained significant when considering the entire array of core and wraparound services, which is shown in the third column of Table 5 significantly more comprehensive array of services than the reference category of privately funded nonprofit programs. With the exception of program size, none of the other structural measures exhibited significant effects on service comprehensiveness. Whereas the number of employees was associated with service comprehensiveness, there was no association between the educational attainment of counselors and the array of services offered, net of the other variables in the model. In terms of caseload composition, programs serving proportionately more female clients offered a more comprehensive set of treatment services (b = 0.176, p G 0.001). The proportion of clients with primary opiate dependence diagnoses was unrelated to overall service comprehensiveness. Finally, two of the variables measuring interorganizational relationships exhibited significant effects on service comprehensiveness. Programs that surveyed their payers and/or referral sources regarding their satisfaction with the program offered significantly more services (b = 0.081, p G 0.05), as did programs receiving a larger proportion of their referrals from local social service agencies (b = 0.092, p G 0.05). The degree of the program_s dependence on the legal system for client referrals exhibited no effect on service comprehensiveness, net of the other predictors in the model.
Discussion
These data provide an overview of the availability of core and wraparound services among community-based treatment centers operating in the US. They also provide evidence of variation in service delivery among sectors defined by ownership, funding, and profit status. In general, treatment programs were more likely to offer the core services than the wraparound services, which is consistent with their principal mission. However, when the full configuration of services was considered together in an aggregated measure of service delivery, the average program offered less than half of the services comprising Bcomprehensive[ treatment. The customary approach of examining the prevalence and correlates of individual services, although informative, ignores the comprehensiveness of service delivery by community-based treatment providers. In general terms, most treatment centers are providing core services, but it appears that client needs beyond assessment and counseling are not uniformly being addressed.
The availability of each of the wraparound services was highly variable. Most common across all sectors was the provision of transportation assistance, integrated care for dual diagnoses, family or social services, and medical care; these were available either directly or by referral linkages in more than half of all treatment programs. Other supportive services were less commonly available, and in some cases there were marked differences in service provision between the public and private sectors. These findings highlight the importance of attending to the impact of funding on organizational adoption of evidence-based practices, and, in particular, the importance of differentiating among nonprofit units on the basis of principal funding source.
Significant differences between publicly funded nonprofits and privately funded nonprofits were seen in a number of the services measured: use of the ASI; provision of pharmacotherapies; integrated care; and efforts to link clients with transportation, childcare, HIV/AIDS services, and services to address challenges in clients_ employment, legal, and financial domains. With the exception of integrated care and pharmacotherapies, which were more common in privately funded nonprofits, clients receiving treatment in the public sector were more likely to have access to these services.
The higher rate of adoption of certain practices in the public sector is consistent with mandates from Federal funding agencies that are largely absent in treatment programs relying on private and commercial revenue streams. For example, use of the ASI is notably more common in publicly funded facilities; components of the ASI are incorporated into performance measures that are frequently collected at the state level, and in grant or demonstration projects conducted with publicly funded programs. As a result, the ASI is either mandated for use or has become the de facto standard for clinical intake protocols in much of the public sector. Likewise, Federal initiatives in the 1990s to address the needs of pregnant substance abusing women (e.g., childcare) and the growing HIV epidemic made available demonstration grants and other public funds, which bolstered the provision of these services in the public sector. The lingering effects of these policies can be seen in nonprofit treatment settings that continue to rely on public revenues today.
Limitations
Several limitations of this study should be noted. Service provision is measured based on the reports of program administrators and clinical directors. The study design did not permit collection of corroborating data from client records, and there may be a lack of congruence between program and client reports of service provision. Whereas these data arguably reflect programs_ propensity to link clients with needed services, they may not be an accurate representation of the exact degree of services actually received by clients. Administrators may have underestimated clients_ needs or overestimated their efforts to provide services. Attempts were made to compensate for overreporting and desirability bias in administrators_ responses in the construction of the services index measure, and it should be noted that overall levels of service provision as measured here were quite low, suggesting that the data are not unduly affected by desirability biases on the part of respondents. Nevertheless, these data do not directly measure the proportion of clients needing and receiving each service, and should only be construed as service Bavailability.Ĥ aving noted this limitation, however, it is nevertheless the case that the interview questions attempt to address routine service delivery by treatment providers. Some prior studies have coded services as being Boffered^if even one client in the program had received the service in the preceding year. By focusing on current service offerings, not historical or isolated service delivery, the structure of the interviews attempted to identify routine service provision at the organizational level.
Regarding the services offered, these data do not speak of the quality of services offered, nor the quality of the treatment program. Measures such as accreditation and staff credentials provide a proxy for program quality, but service quality per se could not be assessed in this survey. In the more general scheme of studying service comprehensiveness, however, it may be safe to assume that some services are better than none.
Finally, as noted in the methods description, the study did not include programs operated by Veteran_s Administration or correctional facilities, nor were methadone-only programs or therapeutic communities included in the research. Because of both funding and structural differences, it is likely that service delivery in these settings varies from those described here. Thus, the findings may not be generalizable beyond community-based specialty alcohol and drug treatment providers.
Implications for Behavioral Health
The findings of this study suggest several implications for behavioral health services and research. First, treatment providers appear to be falling far short of the ideal model of comprehensive service delivery as articulated in NIDA_s Principles of Drug Abuse Treatment. Particular shortfalls are seen in the provision of wraparound or supportive services, despite the fact that many of these services can effectively be made available by establishing interorganizational linkages with existing services in the community. There is an evidence base demonstrating the association between provision of wraparound services and associated improvements in client retention and outcomes. Thus, clients and their advocates should hold treatment providers accountable for delivering-onsite or via formal program linkages-the array of services required to meet the needs of clients entering treatment for alcohol and drug addiction and other behavioral health conditions. Such clients are often unable to successfully negotiate their way through separate and uncoordinated systems of care; provision of a comprehensive array of services in and of itself is likely to have demonstrable effects on client outcomes.
These findings also suggest that researchers examining service provision in substance abuse treatment programs should more carefully examine service comprehensiveness, particularly in conjunction with a more nuanced categorization of program ownership and funding characteristics. The field of addiction treatment research has too often employed the term comprehensive services to refer to discrete services each intended to address a separate component of a client_s service needs. By instead examining Bservice comprehensiveness,^these analyses suggest that there are significant relationships between organizational structure and the total array of services available within a given treatment setting. Among the key predictors are program funding arrangements. These analyses demonstrate that nonprofit programs are not isomorphic with respect to their adoption of evidence-based practices. Greater attention to revenue streams and their impact on service delivery are needed to more fully understand the impact of program funding on service provision, access, and utilization in the specialty addiction treatment system.
